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Statistics indicate that approximately one- 
third of all pregnancies end in abortion 


The term abortion is herein used to include 
the interruption of pregnancy from whatever 
cause at any time prior to the period of via- 
bility of the fetus. 

No subject in the realm of obstetrics and 
gynecology has prompted more discussion and 
controversy than that of the treatment of 
abortion; and in probably no other question 
in this field is there so much diversity of 
opinion, and so many different individual 
techniques. 

An investigation of this subject by the es- 
savist was prompted by an informal discus- 
sion among the members of the obstetric de- 
partment of the University Hospital of a case 
of abortion, in which no two of the members 
present agreed on the proper modus operandi. 
have left the uterus and vagina 
alone; another would have im- 
mediately cleaned out the uterus, and the 
third would have followed a course more or 
less between the ones mentioned. Each man 
was able to quote ample and representative 
authority for his method; and so it is in the 
literature of the subject. A rather hasty re- 
view of the voluminous literature on this sub- 
ject, together with the perusal of some dozen 
or more personal communications from repre- 
sentative gynecologists in different sections of 
the country, convince the writer that we are 
far from having anything like a standard- 
ized method of treatment of any form of 
abortion. 


One would 
absolutely 


In general, the field is divided into two 
camps: The radicals, stronger numerically, 
who insist on immediate and complete evac- 
uation of the uterus; and the conservatives 
who do not invade the uterus unless forced 
to do so by hemorrhage or delayed convales- 
cence, and only in the latter case when there 
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NUMBER 4 
is absolutely no indication of intra-uterine in- 
fection and the temperature remained 
normal for several days. 


has 


Therefore, one may be amply supported by 
authority in whatever course he pursues, and 
therefore, must carefully study 
and then each 
which 


each Ol US, 
the question from all angles, 
man must himself 
he will follow 


choose for master 


divided 


(2) in- 


The treatment of abortion may be 
into that of (1) threatened abortion; 
evitable, or abortion in progress; (3) incom- 
plete, clean; and (4) incomplete, septic The 
latter may include the so-called 
cases of post-abortal sepsis, which do not 
differ materially in indications for treatment 
from the incomplete septic type 


class also 


The treatment of threatened abortion may 
be dismissed with a word, as there is no con- 
troversy regarding the indication in these 
cases for rest, sedation, and the abstinence of 
all local treatment. The one thing we have 
to offer in this type of cases is in discourage- 
ment of and a warning against making vag- 
inal examinations. There is little to be learn- 
ed from a bimanual examination at this stage 
of abortion; the amount of flow and the char- 
acter of the uterine being of 
greater diagnostic value than the condition 
of the cervix. An examination will make the 
abortion more likely from irritation of the 
uterus and the increase of hemorrhage, and is 
also very likely to convert a clean case into 
an infected one. Even though the oper- 
ator’s hands be carefully prepared and 
gloved, he will transmit organisms from the 
always infected vulva and lower vaginal re- 
gion into the relatively sterile region of the 
upper vagina and cervix. 


contractions 


Righ here we should like to establish the 
dictum that, in abortion, as in full term la- 
bor, no vaginal examination should be made 
until the patient is completely prepared as 
for any vaginal or intra-uterine operation, 
and then only with the utmost gentleness. 
When we have learned to be as careful in 
the asepsis of our abortion cases as we are 
in our labor cases, then shall we see a marked 
decline in the mortality and morbidity of 
abortion, which are far too high. We have 








JOURNAL OF THE OKLAHOMA 





85 





STATE MEDICAL ASSOCIATION 





been astounded to find that the mortality of 
abortion ranges from .37 per cent in the best 
series of entirely clean cases to the astonish- 
ing figure of 67 per cent in one series of sep- 
tic criminal cases. There are numerous ser- 
ies of septic cases in which the mortality 
averaged around 50 per cent. These figures 
indicate that abortion is the most poorly 
treated of all gynecological conditions. And 
yet there is no estimating the morbidity of 
abortion, which ranges downward from defi- 
nite pelvic pathology and chronic invalidism 
to the common symptomless cases of steril- 
ity following abortion. F. Reder has oper- 
ated eight cases of sterility following abor- 
tion in which there were no symptoms nor 
other external evidence of pathology, but in 
which the tubes were firmly sealed. The 
writer has found abortion of greater etiologic 
occurrence than gonorrhea in his own cases 
of salpingitis. In fact, we rather doubt that 
gonorrhea is often transmitted to the pelvis 
unless there be a superimposed abortion, cur- 
ettement or other intra-uterine manipulation. 

In the treatment of inevitable abortion, 
conservatism should be the keynote of our 
treatment, and if followed consistently will 
succeed in the majority of cases. Gordon 
in an analysis of 530 cases at Bellevue Hos- 
pital states that the non-operative treatment, 
if properly executed, will fail in less than 
four per cent of cases. First, however, let us 
elicit a very careful history in regard to any 
prior instrumentation. Where this is often at 
first categorically denied, an admission can 
frequently be obtained if the physician will 
gain the confidence of the patient and assure 
her that it is only in her interest that this 
information is sought, and that it might pos- 
sibly mean the difference between life and 
death to her. In case there has been outside 
interference, the physician must protect him- 
self by counsel, hospitalization and the avoid- 
ance of all secrecy, and in some cases, at 
least, notification of the authorities. 

Granted that a case of inevitable abortion 
is clean, both from the history, and the ab- 
sence of signs of infection such as an eleva- 
tion of temperature, leucocytosis, local ten- 
derness, etc., the treatment is the same as for 
the cases of incomplete clean abortions and 
the two will therefore be considered together. 

The only indication for immediate evacua- 
tion of the uterus in these cases is profuse 
hemorrhage, and even in this case the loss of 
blood can usually be better controlled by 
packing and the use of pituitrin or ergot. If 
the cervix must be first artificially dilated, 
and the placenta detached from the uterus, 
the operator may find that his hemorrhage is 
increased and with a patient already suffer- 


ing from loss of blood, the hemorrhage is apt 
to be irreparable before the one stage opera- 
tion is completed. This is especially true, 
after the third month. However, in the ab- 
sence of considerable hemorrhage and up to 
the 12th week; if, on examination, the cer- 
vix is found quite soft and open, it is just 
as safe and more expeditious to remove the 
ovular material with sponge -forceps, dull 
edged ovum forceps, or the gloved finger. 
Occasionally, however, the placenta is so ad- 
herent and so broken up that it cannot be 
thus removed. In this case, we see no objec- 
tion to the gentle use of a large end Braun 
wire loop curet, or some other quite dull curet. 
However, if the dilation and separation are 
not sufficiently advanced that evacuation 
can be accomplished with the use of sponge 
forceps, the writer believes it much safer to 
pack the cervix tightly with iodoform gauze, 
tampon the vagina tightly with gauze or cot- 
ton and put the patient back to bed for an- 
other 24 hours. One or two doses of mor- 
phine and atropine are given to relieve the 
cramping and further the dilation of the cer- 
vix. The packing is removed after twenty- 
four hours and very often the ovum in toto 
will follow the exit of the pack, or occasion- 
ally, as happened in one of our cases a few 
days ago, the pack, fetus and placenta will 
be spontaneously delivered. But generally, 
separation will have occurred and removal of 
the products of conception becomes a very 
easy task. Or, if the operator prefers to wait, 
the uterus will usually empty itself, which 
can be expedited by the administration of a 
few half c.c. doses of pituitrin. Many men 
use pituitrin as a routine, whether the uterus 
is entered or not. By contracting the vessels 
and sinuses, it minimizes hemorrhage and 
the danger of embolism; and by thickening 
the walls of the uterus renders it less liable 
to injury in instrumental cases. 

If this first packing does not satisfactorily 
dilate the cervix and detach the ovum the 
case should be repacked and put back to bed. 
However, if a case is properly packed, a sec- 
ond packing will rarely be necessary. How- 
ever, a second or even a third packing is 
preferable to forcibly dilating the cervix, 
which means more or less tearing of the cer- 
vical musculature and perhaps of the lower 
uterine segment. All of us who have prac- 
ticed ten years or more remember when it 
was considered quite the thing to assist a 
woman in labor by dilating the cervix with 
the hand (and often the bare hand at that) 
and accouchement force with forcible dila- 
tion by the hand, or by powerful Bossi metal 
dilators, for the rapid relief of some emer- 
gency was considered high class obstetrics. 
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But this procedure is now taboo among even 


mediocre obstetricians and we all know that 
manual dilation is synonymous with manual 
earing. If this be true of the cervix at 
term, why Is it not also true of the pregnant 
cervix OF an earlier stage. We believe that 


the time is not far off when forcible dilation 
with the powerful branched dilators as well 
as routine curettage will be considered char- 
latanic and relies of the barbaric in medicine. 
If instrumental dilations must be secured it 
should be done with force applied uniformly 
whole circumference of the cervical 
canal. This may best be done by the grad- 
uated uterine sounds of Hegar. 


to the 


In passing to incomplete septic abortion, 
we are considering an entirely different sur- 
gical field, so to speak, and must approach 
the problem with due realization of the ser- 
ious possibilities involved. If conservatism 
is to be recommended in the clean cases, it is 
to be insisted upon in the septic ones. In the 
first instance we are dealing with a field that 
is already sterile and we are only asked to 
keep it so. In the second instance, however, 
we are dealing with a field that is already 
infected and we are confronted with the 
double task of combatting the infection as it 
is, and preventing its spread to susceptible 
fields lying all around. 

Obviously, then, we can not hope to limit 
this infection by searifying and otherwise 
traumatizing the underlying structures any 
more than we would attempt to break up the 
adhesions around a recently ruptured appen- 
dix on the theory that the adhesions are a 
part of the inflammatory process and must 
be removed. Or, if we have an ulcerated 
bowel, as in typhoid, we do not attempt to 
remove the ulcers by removing the mucous 
membrane. If we refrain from operating on 
an acutely inflamed tube, when the whole 
mass may be removed entirely, why should we 
operate on an inflamed uterus by peeling off 
the protective surface, leaving behind an un- 
protected surface of muscle, lymphatics and 
venous siruses. In other words, the less we 
do in an_ active way for an infected uterus 
the better chance will it have to wall itself 
off from the invading hosts by a more or 
less impregnable leucocytic wall. If one can 
extirpate the whole uterus while the infection 
is entirely limited therein, that is not bad 
surgery; but to remove part of it, and that 
part of it chiefly concerned in the combatting 
of infection, and leave the rest mercilessly 
exposed to the enemy seems anything but 
good surgery. 

While there are many good men who yet 
curette a clean uterus either to shorten the 
convalescence, or to stop bleeding, the circle 


of those who believe in cleaning out a septic 
uterus is gradually narrowing down to a few 
radicals, like unto the few men who still cur- 
ette, or explore, or daily douche the puerperal 
septic uterus. 

Mosher has, since adopting the conserva- 
tive treatment of these cases in 1914, reduced 
the average stay in the hospital from 22 to 
8 1-3 days, and the complications and sequela 
have dropped from 70 per cent to 5 per cent 
in those conservatively treated 

In order to check the efficacy of the con- 
servative treatment in septic abortions, Hillis 
ran two series of 100 cases each, in which all 
the cases in one group were curetted, while 
the other 100 were treated conservatively, 
which means in this instance no local treat- 
ment until free of fever five days, at which 
time the case is considered non-septic The 
results obtained will be briefly tabulated as 
follows: 

Average days of fever; curetted case.. 8.1 

Average days of fever; no local treat- 


ment 3.5 
Average days in hospital; curetted 

cases 13.3 
Average days in hospital; no local 

treatment 8.5 
Complications; curetted cases 19 
No local treatment j 
Mortality; curetted cases 3 


No local treatment ] 

These figures compiled from a carefully 
worked out series of 200 cases speak for 
themselves. Many other figures from recent 
literature might be quoted to show the advan- 
tage of the conservative over the radical 
treatment in septic abortion. But we feel 
safe in saying that in all septic cases we 
should refrain from entering the uterus until 
the temperature has been normal for any- 
where from three to fourteen days, depending 
upon the character of the infection, and until 
any tenderness in the fornices, or over the 
adnexa has cleared up. Naturally, one may 
have to enter the uterus for severe hemor- 
rhage, but unless the cervix is well dilated 
and the ovum detached, it will be found safer 
to first pack, as outlined above, or, in any 
case, if the cervix is found wide open and the 
ovum presenting, the most conservative ad- 
vocate could not object to gentle removal by 
sponge forceps, though an ampoule of pitu- 
itrin, repeated in an hour if necessary, should 
first be tried. Brodhead reports a series of 
incomplete abortions in which fifty per cent 
of the uteri were entirely evacuated by the 
use of pituitrin. 

Evacuation of the uterus by the gloved 
finger is the favorite method of many oper- 
ators. This is no doubt satisfactory where 
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the cervix is freely open and the placenta has 
attained some considerable mass, but it will 
hardly be found satisfactory in the early 
cases, or to remove small bits of tissue. This 
can only be done by introducing the whole 
hand into the vagina, and an anesthetic is 
thereby necessitated. In addition to this, 
there is some danger, especially in primipara 
of traumatism to the vagina and floor of the 
urethra. Furthermore, this finger curettage 
in septic cases may be distinctly harmful as 
shown by Schottmuller in a series of cases, 
comprising in all 2,000 abortions. He proved 
definitely that during manual evacuation of 
the infected uterus, through the finger intro- 
duced into the uterus and the pressure exerted 
by the other hand on the uterus from without, 
the pathogenic bacteria that are present in 
large numbers on the endometrium are 
pressed directly into the open vascular lum- 
ina; for in 77 per cent of the cases pathogenic 
bacteria were found in the blood stream im- 
mediately after manual evacuation. 

For this reason, he has abandoned digital 
evacuation entirely for the use of Winters 
abortion forceps. 

The conservative treatment of these cases 
consists of rest in bed in the Fowler position; 
nourishing diet; in the severe cases, procto- 
clysis of glucose and sodium bicarbonate solu- 
tion; ice cap over the uterus; morphine suffi- 
cient to keep patient quiet; ergot, with or 
without strychnine, in sufficient quantities to 
keep uterus contracted. If there be much 
bleeding this can be controlled with pituitrin 
in one-half to one c.c. doses. If, in the 
meantime, the uterus does not empty itself, 
this may be done with convenience and safety 
after the infection has been localized and 
overcome. Hillis, affer an intensive six 
months’ study of over 200 cases, gives five 
days of normal temperature as the minimum 
time for interference, though DeLee states 
that ten to fourteen days free of fever should 
elapse. This, however, will vary with the in- 
dividual case, and must be left to the oper- 
ator’s discretion. 

SUMMARY 

1. The conservative treatment of all abor- 
tions is the method of choice; but, in clean 
cases, packing and subsequent evacuation by 
forceps may be safely substituted, and will 
probably produce a quicker convalescence. 

2. The curette is but rarely indicated in 
abortion, and the sharp curette never. 

3. Removal of placenta by ovum forceps or 
sponge sticks is preferable to digital curet- 
tage except with a widely dilated cervix of a 
uterus past three or four months. 


4. In septic abortions, conservatism must 
be followed, except in case of life-threatening 
hemorrhage. 





Discussion: DR. W. W. WELLS, OKLAHOMA CITY. 

This paper is the last word in the treat- 
ment of abortion. There are few points that 
I wish to emphasize, one is in the clean cases 
where we have hemorrhage sufficient that we 
must do something to stop it, I prefer the 
sponge forceps for emptying the uterus and 
then instead of packing with iodoform gauze, 
I swab out the uterus with tincture of iodine 
and pack with plain gauze. This causes the 
uterus to contract down and there will be 
enough iodine mixed with blood that the 
plain gauze saturated with this mixture will 
be more antiseptic than iodoform gauze. 
The infected abortive cases should be put in 
a Fowler position unless there is a great 
amount of hemorrhage. 
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DR. A. L. BLESH: Appendicitis, Acute, Sup- 
purative, Primary with Perforation—Periton- 
itis and Obstruction. 

Case: Young man, 22 years of age, taken 
acutely ill a week before writer was called 
to see him in his home, in a_ neighboring 
City. 

The history shows that the attack was 
atypical in the beginning for acute appen- 
dicitis, only in that he had at the same time 
a right orchitis. In passing I desire to note 
the clinical fact that orchitis is never gonor- 
rheal in origin. Epididymitis is the true 
metastatic or continuity gonorrheal lesion. 
Ochitis may be syphilitic or metastatic from 
many infections other than from the parotid 
but in all my clinical experience I have never 
seen it follow gonorrhea. 

This orchitis misled the attending physician 
to the extent that he overlooked a rapidly 
advancing acute appendicitis which was the 
most probable source of the orchitis. 

The appendix had perforated and at the 
time the writer saw the patient he was in 
advanced diffuse peritonitis. Temperature 
101—pulse 120—thready, skin clammy. Facies 
pinched. Appeared extremely ill. Respira- 
tions thoracic. Abdomen distended, tymp- 
anitic, rigid, extremely tender. 

Diagnosis: Peritonitis, diffuse, septic, ad- 
vanced, due to perforated appendix. 
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Operation: In home—midnight—1multiple 
drainage of abdomen. 

Findings: Intestines distended, dark red in 
color, diffuse peritonitis—enormous quantities 
of free malodorous pus. No localization. 

Remarks: These cases are prone to post- 
operative abscess formation for the reason 
that in so complicated a cavity as the ab- 
dominal, there are many recesses which can- 
not well be reached by any sort of drainage 
yet devised. One or more of these may be- 
come excluded by one or another cause such 
as the agglutination of intestinal coils, omen- 
tal adhesions, etc. In that case an abscess 
will develop indicating its presence by exac- 
erbations of temperature and local findings. 

This happened in this case and the pa- 
tient was later sent to the hospital for this 
complication, as complication Number One. 

Complication number two proved to be a 
metastatic abscess of the right lung which 
perforated into a bronchus and recovered 
spontaneously. 

Complication number three was an acute 
intestinal obstruction for which, because of 
the profound exhaustion and critical condi- 
tion of the patient, an enterostomy was done 
under local anesthesia. Relief complete and 
immediate. After a few weeks patient was 
returned to his home to recuperate against 
the coming major operation which he yet 
faced for the permanent relief of the obstruc- 
tion. After several weeks at home, he re- 
turned in good condition for the final opera- 
tion. 

Operation Final: Anesthetic—local—nova- 
cain and adrenalin. Incision eight inches, 
surrounding enterostomy opening. Gut liber- 
ated from enterostomy opening, sutured. Ex- 
ploration of abdomen revealed three areas of 
complete obstruction involving the terminal 
three feet of ileum, necessitating the resec- 
tion of the entire area involved. A sufficient 
stub of the-terminal ileum was saved so that 
an end-to-end anastamosis could be made and 
the ileo-cecal valve saved. 

One area of obstruction was found in the 
right iliac fossa and covered about eight 
inches of bowel, another in the mid-line of 
the belly and the third in the left iliac fossa. 
Appendix, the end of which had sloughed, 
Was removed. 

Convalescence uninterrupted. 

Remarks: This case is reported not for its 
rarity unfortunately. Such cases are, alas! 
only too common. This is one of many we 
have had, most all of which we have saved 
by spreading the operative load. The young- 
est was a baby three years old, who went 
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through exactly the same sequence as this 
case.* With children of tender age, 
a condition of things to grow out of an acute 
attack of appendicitis, is excusable, 
very often, as pointed out by this and other 
Clinics, atypical 
Eternal vigilance alone will prevent its occur- 
rence in these patients Perforation with its 
direful sequence will steal upon them like a 
thief in the night and the family doctor 
must be always on the alert in anticipating, 
holding every abdominal pain, every attack 
of nausea and vomiting under suspicion until 
its imnocence is proven. lf occasionally an 
innocent (if such there be) appendix is bot- 
tled, provided it is skilfully done, the child 
is not harmed. I am not pleading for indis- 
criminate operating, but 
tection of these littl 
often the forfeit. 


lor such 
since 


the symptoms are usually 


for a reasonable pro- 


patients whose lives are 


But for the adult, where the patient him- 
self is not to blame, the physician should 
never be. Acute abdominal pain is always 
a clear warning because it is nearly always, 
if anything at all, surgical. The majority of 
the cases present thi 
symptoms. But all patients will not clearly 
recite them. Adroit questioning is often nec- 
essary to elicit not only the sequence OI symp- 
toms, but even the themselves 
To many patients, nausea or sick stomach 
means actual vomiting. A carefully elicited 
history 1s certainly of great assistance in the 


] 


( lassi al sequence ol 


symptoms 


diagnosis of acute appendicitis 


In the presence Of an attack of acute ap- 
pendicitis, if the physician has carefully 
“briefed” the case to the patient and has met 
with refusal to accept operation the respon- 
sibility is then shifted from his to the pa- 
tients shoulders. It 
to say that the doctor should never compro- 
mise to the extent that he will say* to the 
patient “you probably have appendicitis, we 
will treat you 
whether we 
without operation.” 


seems a stale repetition 


along for a while and see 


cannot get you over this attack 


In 80 per cent of the cases such advice will 
seem on the face of it to be right for the 
reason that just about that percentage will 
recover apparently con pletely from the first 
attack. But this advice is only apparently 
right since very nearly all will have subse- 
quent attacks in each of which life will again 
be risked, to say nothing of morbidity. 


To permit suppuration to occur causing 
either diffuse peritonitis or a localized abscess 
is a calamity which can be avoided only by 
promptness and decision on the part of the 
attending physician. The lesson presented in 
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a case like this reported above should be 
conned well by all of us. It is too disgrace- 
fully common. The penalty exacted, the 
price the patient pays, is very great. Adhe- 
sions are best avoided by being prevented. 
Aside from the danger to life, pus in the ab- 
dominal cavity is the most prolific source of 
adhesions which may or may not cause 
chronic invalidism by interfering with fune- 
tioning. Wherever pus comes in contact with 
the endothelium of the peritoneum destruc- 
tion to this delicate structure follows and 
whenever the endothelial layer is destroyed 
adhesions will most surely follow. The loca- 
tion of these adhesions will determine the ex- 
tent and character of the damage—morbidity 
or death—which will occur. 


As old as is the story of appendicitis it 
seems that the lesson of early operative inter- 
vention—intervention as measured by path- 
ology, not time—will not be learned» Early 
diagnosis and immediate operation is the 
only way to avoid complications. “No nurs- 
ing along” of cases of appendicitis. 


DR. WM. H. BAILEY: Tuberculous Mastitis. 

This case was sent to the Laboratory for 
a general laboratory work-out, and although 
none of the laboratory findings definitely 
prove our diagnosis, still with the previous 
medical history and the present symptoms, 
which always must be taken in consideration 
with the laboratory ‘symptoms,’ we feel 
pretty certain of our diagnosis of this case. 

Patient, Mrs. G., married, mother of two 
children, was referred to us by her physician 
for laboratory work and we secured the fol- 
lowing history: Patient usually well and 
strong, does her own house work without 
fatigue, has good appetite, and bowels reg- 
ular, has had the usual diseases of childhood, 
has not had any severe ailment in last ten 
years, except one year ago, had a mass of 
enlarged glands removed from the axilla, 
which the Dr. at the time diagnosed with tu- 
berculous. The patient does not run .any 
temperature as far as she knows, has no 
shortness of breath, but does have night- 
sweats, two or three times a week but no 
cough or expectoration. Physical examina- 
tion shows a medium sized, well nourished 
adult. Teeth have many decayed areas 
which need attention. At the present time, 
the teeth have given considerable trouble, 
especially after her first baby was_ born. 
Tonsils chronically infected and are the 
source of frequent sore throat. There is a 
swelling in her neck under right ear—about 
an inch diameter, which is very tender to 
touch and muscular movement, below this in 


the neck about two inches, there is a still 
larger egg shaped mass along the sterno- 
mastoid muscle, which is about two and one- 
half inches in length, in the axilla there are 
two or three more similar masses. The right 
breast is considerably larger than the left. 
It is slightly tender to deep pressure, and is 
considerably heavier and firmer in its con- 
sistency. Palpation of the breast does not 
show any separate mass or nodules, which 
would have been suspicious of malignant 
growth. It gives the impression that the 
whole breast is the seat of some pathological 
process, rather than that there was any par- 
ticular part effected. It feels the most like 
“caked” breast of a mother who is nursing 
her baby. The red blood count show low 
grade secondary anemia, hemoglobin 75 per 
cent red cells 3,800,000, the white count was 
6,800 with a normal differential count. The 
urine shows no albumin or casts but would 
show a considerable increase in indican, 
which is very likely to occur in tuberculous 
cases. 

It would, of course, be an easy matter under 
local anaesthesia, to remove one of the 
glands in the axilla without increasing the 
length of sear, which is already there. An 
examination of this would further confirm 
the diagnosis and might be a means of defi- 
nitely establishing it, but the whole chemical 
picture is so clear that I believe this proced- 
ure is not absolutely necessary to establish 
the diagnosis of tuberculus mastitis in this 
patient. 

DR. J. C. MACDONALD: Sublingual Duct Ob- 
struction. A young woman comes in because 
of a swelling of the left lower jaw which has 
troubled her slightly for weeks, but for the 
past three days the mass has become larger 
and more painful. 

She consulted a dentist, thinking she had 
an abscessed tooth, but upon x-ray examina- 
tion the teeth were found to be in good con- 
dition so she was referred to me. 

Examination shows a tumor the size of a 
small sized walnut with the skin over it 
somewhat reddened and the mass quite ten- 
der to touch. It is situated below the man- 
dible just back of tip of chin. Due to its 
location I thought it to be a sublingual gland. 
The opening of the duct at the frenum of the 
tongue was slightly red and swollen. Upon 
withdrawing the probe from this duct, which 
was introduced with little difficulty, a very 
free flow of the secretion was effected. After 
repeating this probing of the duct a number 
of times, the tumor receded in size until it 
was scarcely noticeable and the pain was 
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greatly relieved. 

Two days later the duct was again probed, 
using larger probes than were used at the 
first treatment and the gland was again 
emptied. The patient was to again report 
back for treatment two days later if the 
gland was still swollen but as she has not 
done so, I presume the condition has cleared 
up. 

The stoppage of drainage from these 
glands are usually caused by a calculus or 
stricture but may be due to trauma. This 
case was apparently one of stricture as no 
calculus was palpabe, but there was very lit- 
tle resistance met with in entering the duct. 


Case of Chronic Diarrhea of Gastric Orig- 
in. Patient female aged 65. Mother prob- 
ably died of pernicious anemia. Father died 
at 68 of some pulmonary condition. 


Had frequent attacks of tonsillitis up to 
age of 30. No rheumatic pains in early life 
but considerable trouble for last forty years. 
Attacks never severe enough to keep patient 
Both muscular and articular in char- 
Has had digestive disturbance, spit- 
No other trouble. 


in bed. 
acter. 
ting up of food at times. 
Menopause at 51. 

Present complaint. Diarrhea has _ been 
present lor one year. Has not been relieved 
by all the various medication and treatments 

Bowel actions average four 
Are watery in character and 
never formed. Not accompanied by griping 
in abdomen. Has been largely on protein 
diet. Is afraid that vegetables increase the 
difficulty. tepeated stool examinations 
made by physicians have been negative. 
Kidneys act normally. Now has some pain 
in right shoulder. Weight loss 27 pounds. 


she has received. 
to ten per day. 


Examination shows fairly well 
Temperature 98.4. Pulse 
88. Pupils react promptly to light. Teeth- 
upper artificial. Lower some crowned and 
filled. Otherwise in good condition. Tonsils 
somewhat hypertrophied. Glandular system 
negative. Chest and heart negative. Slight 
tenderness over G. B. region. Liver and 
spleen not palpable. Some tenderness on 
deep pressure over ascending colon. Pelvic 
examination negative. Extremities negative. 
Reflexes OK. Blood pressure 132-80. 

States further that she thinks she had gall 
bladder attack two years ago. Came on acute- 
ly and left soreness for several days. 


Physical 
nourished female. 


Laboratory findings—Urine negative. Feces 


reaction neutral starch positive—otherwise 
negative. Second urine specimen showed sp. 


Few hyaline casts. RBC 
3,860,000. Hb. 65 per cent. Polys. 58. Small 
L. 373. Large L. 5. Transitional 3. Other- 
wise negative. Gastric analysis Free Hel. O. 
Total 3. 2nd gastric analysis Free Hel.— 
total acidity 3.5, including combined acid and 
acid salts. Ferments no rennin. Slight pep- 
sin. X-ray of entire gastro intestinal tract 
negative. 


gr. 1026—acid. 


The diagnosis in a case of this character 
has to be made by a process of exclusion. 
First we must determine that there is no 
local cause in the intestinal tract which 
might produce this condition. The absence 
of any sign or symptoms of an inflammatory 
condition and negative findings on repeated 
stool examination leads us to look elsewhere 
for a possible etiological factor. Pellagra and 
other conditions have to be considered to some 
extent. The fact that we are unabe to find 
any cause for the complete absence of free 
hel. acid should make us think of achylia 
gastrica per se. However we find that while 
the rennin ferment is present pepsin 
ferment is still present. The presence of a 
small amount of combined or acid 
salts does not exclude achylia gastrica. We 
do not know however that persistent diar- 
rhea does exist in these cases of achylia gas- 
trica and with this in view the patient was 
placed on proper diet with as much dil. hel. 
in water by mouth, one and two hours after 
meals, as possible. 

The results after three weeks 
seem to justify our diagnosis of 
diarrhea due to achylia gastrica Her stools 
are now somewhat formed and are not oftener 
than two or at most three times daily. An- 
other gastric analysis will be made a week 
from now to check up the secretory functions 
of the stomach. 


some 


acid as 


treatment 
chronic 


PROCEEDINGS OF THE UNIVERSITY 
HOSPITAL CLINICAL SOCIETY 
OKLAHOMA CITY 

DR. 8. R. CUNNINGHAM: 

1. Case of double Legg’s 2-4. 
Three cases of Diaphysial Aclasis. These 
are four atypical and unusual cases of bone 
deformity. 

1. N. H., a boy 14 years of age, admitted 
to the hospital 8-20-23. Family history 
negative except as regards both hips. 


dise ase. 


About two years ago, patient noticed first 
symptoms. At first he noticed only a slight 
limp in left leg due to slight rigidity in left 
hip. Soon after that time he noticed a sim- 
ilar condition on the right side. A slight pain 
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was noticed in the hips only on forced flexion 
of thighs on abdomen. Patient says he early 
complained of inability to run. At no time 
did he have a rise in temperature. He has 
never had loss of appetite, loss of weight or 
pain at night. 


Had he had at the onset slight rise in tem- 
perature, pain and night cries, loss of weight 
and appetite and inability to lie on his back 
with his legs extended as he does now, a diag- 
nosis would have been made of tubercular 
infection of the hips. The skiagrams in the 
view-box show the extreme type of flattened 
head and neck. He will be kept in the double 
hip spica for several months. 

2 & 3. Second and third cases: M. W., age 
9, and Ir W ., age 11. These two girls present 
unusual features in affecting 
only the diaphysis 
unlike rickets in that it 


bone changes 


of some of the long bones, 
does not 


affect the 








First Case—N. H.—Show.ng flattened heads 
of the femurs 

epiphysis of the long bones, or the flat bones, 
especially the skull—the fontanelles are nor- 
mal. All the flat bones and ribs are normal 
and none of the long bones are bowed as 
would be the case in ricketts. Physical exam- 
ination is entirely negative, except for dia- 
physial and deformity. Their 
minds are fully developed—in fact they are 
both ahead of their years in their education. 

4. The other case I will nine 
months’ old boy, fully normal in every par- 
ticular except for a growth disorder in the 
forearm and hand. 


exostosis 


show is a 


bones of the left 

When the baby appeared for treatment 
three months ago, he presented the features 
you see in the skiagram in the view box. The 
index finger was ankylosed in complete ab- 
duction holding it across the back of the sec- 
ond, third and fourth fingers. The thumb 
was firmly ankylosed in complete dorso-ex- 
tension, being held in superlative distance 


from the fingers by extensive diaphysial ex- 
ostoses. The forearm and hand were fixed in 
complete pronation by the enlargement of 
the diaphysis of the humeral end of the 
radius. He was unable to flex the thumb or 
fingers or to supinate the hand. 

We removed the hindering overgrowth from 
the radius and removed the index finger and 














Fourth Case—tThe forearm 


the distal half of the second metacarpal bone 
We proximal end of thi 
metacarpal bone to the thumb, and forcefully 
adducted the thumb across the palm. 


also removed the 


It is three months since his operation 


and he can hold a spoon or pencil in his hand 


now 


n put his palm to his mouth 
Discussion: DR. WM. M. TAYLOR. 


nad ca 


I have very little to add to what Dr. Cun- 
Have had the pleasure otf 
very much 
disturbance in ¢al- 
years 


ningham has said. 
looking OV 
as tho there must be 
cium metabolism. During the last few 
some new facts concerning the factor calcium 
metabolism, plays, have been brought out 


r these cases, seemed 


some 

















Fourth Case—The hand 


We do notice in mothers who have had re- 
peated pregnancies, or even in some of those 
who have not had, show severe calcium 
metabolism disturbance, as evidenced by de- 
cay of teeth, falling out of hair, brittle finger 
nails, etc. It seems probable that infants 
born of such mothers would show some evi- 
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dence of such disturbance. We have looked 
these children over and the question arose as 
to whether or not we might accomplish any 
thing by putting child on such a diet as would 
supply a liberal amount of calcium and iron, 
together with a liberal amount of fruit juices. 
To this we are adding liberal doses of cal- 
cium in the form of calcium chloride hoping 
some benefit may be derived therefrom, but 
feeling that perhaps the management in these 
eases has been delayed too long, tho not at 
all confident that early treatment would 
have availed anything. 

DR. HEATLEY: 

In the July International Survey of Roent- 
genology there is an abstract of paper on this 
It is called Ollier’s Diseases by 
the German. Ollier says it is a chrondrom- 
atosis of the skeleton characterized by 
genital affection of bones in their develop- 
ment distinguished by irregularity and delay 
in ossification. The cartilaginous tissue does 
not ossify and thus interferes with normal 
growth. These areas at the epiphysis have 
the appearance of osteo-cartilaginous tumors. 

Wittek, in 1906, collected several cases and 
noted that the condition was often unilateral. 
The same observation was made by Franken- 
heim. Other observers have not found it to 
be unilateral. The condition is often noted 
as a familial occurrence. 


condition. 


con- 


Most observers except Virchow do not con- 
sider it dependent on rickets. 

The extreme rarity of this condition and 
the difference of opinions of the different 
workers shows us that very little is known 
as to the cause, ete. 

DR. LEROY LONG: 

The case of this patient is somewhat un- 
usual on account of bilateral involvement of 
the hips, but in my judgment, this is not at 
all inconsistent with a diagnosis of osteo- 
chronditis-deformans-juvenilis, or Leggs’ dis- 
ease. In fact, while we do not see a great 
many cases of this disease, I am under the 
impression that bilateral involvement is rela- 
tively more frequent that in tuberculosis of 
the hip. 

Unfortunately, the pathology of Legg’s dis- 
ease 1s not very definitely understood, but it 
seems pretty clear that there is a vast differ- 
ence between the pathology of Legg’s disease 
and tuberculosis of the hip. In the former 
there seems to be a limited degenerative pro- 
cess associated with a flattened and broad- 
ened epiphysis and a shortened and broad- 
ened neck, without any very definite involve- 
ment of the joint surfaces. In the latter the 
disease, while beginning in the bone, quickly 
becomes a disease involving the joint surfaces. 


The symptomatology, therefore, is markedly 
different. In Legg’s disease there are limp 
and comparatively slight discomfort, and 
usually slight limitation of motion, but it is 
strikingly significant that the patient does 
not take any particular pains to protect the 
joint, apparently because he does not have 
pain. In tuberculosis of the hip, on the con- 
trary, the patient has pain and rigidity in the 
arly period of the disease, and he takes great 
pains to protect the hip from the irritation 
produced by weight bearing and motion. 
Again, it is the rule to have practical recov- 
ery in Legg’s disease even when treatment is 
begun at a late period, while in tuberculosis 
there is never recovery with anything like 
normal joint function unless treatment is be- 
gun at an extremely early period 

The cases of these two little girls are of 
great interest to me since they present con- 
ditions of the skeletal structures that do not 
seem to be definitely classified. the 
pathology is so widely distributed without un- 
pleasant subjective symptoms, pain 
and distress, it seems pretty clear that it does 
not depend upon an infectious agent. Since 
the pathology involves particularly the car- 
tilaginous portions of the bones during the 
development period, it would seem reason- 
able to believe that it is associated with some 
interference with the normal transition from 
cartilage to bone. I believe that 
may be properly classified as cases of chon- 
dro-dystrophia. 


Since 


such as 


these cases 


DR. J. T. MARTIN: A Case of Diaphragmatic 
Hernia of the Colon. 


J. E. H., well developed white male aged 
50 complaining of (1) pain across upper right 
and left quadrants of abdomen for many 
years. (2) Pain in interscapular regions. 
(3) Constipation. States that he has had 
pain in the epigastrium for 30 years. This 
pain is often relieved by soda and by eating. 
He feels nauseated at times but has not vom- 
ited during this illness. Bowels move only 
when he takes cathartics. Stools are at times 
hard and lumpy and at other times soft. Oc- 
casionally sees bright blood in stools. Has 
a history of accidents about as follows: At 
age of 10 years, i. e., about 40 years ago fell 
out of back end of moving farm wagon hitting 
on left shoulder and fracturing left humerus. 
When 12 years old was kicked in breast by a 
horse. Was unconscious for one hour and 
not able to work for a year. When 18 years 
old fell from top of box car and struck on 
back on frozen ground. Was unable to leave 
his house for two months. At age of 20 he 
jumped from fast moving freight train and 
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tripped going over a 12 foot embankment 
sustaining fracture of clavicle and several 
ribs. For two years following this he was in 
poor health and unable to work. He began 
having cramp like pains in his stomach and 
would have smothering spells at night when 
he lay down. He has had numerous other 
accidents he says not quite as severe as those 
above. 

The physical examination reveals very 
little. At one time we obtained tympany in 
the axillary space on the left side, which we 
did not interpret. The history of pain and 
distress relieved by soda and by eating is 
typically the pain of hyperacidity or ulcer 
with pyloric spasm. We sent him up to x-ray 
for gastro-intestinal series. The first picture 
shows (demonstrating plate) the esophagus, 
there is no obstruction to the barium meal. 
The interesting point is here in the third 
plate. Practically the entire transverse colon 
has penetrated diaphragm and entered the 
chest. 

This man’s complaint is that of stomach 
chemical pain, alkaline treatment and fre- 
quent feedings relieving him. There are 
several interesting questions. Is the pain due 
to filling and emptying of the colon acting as 
ball valve to stomach outlet, or is it a pylor- 
ic spasm due to hyperacidity? Is there a 
peritoneal covering of this hernia? Would 
surgical treatment of the hernia be advisable? 
From the history I would judge that the 
hernia dates from the accident he had at age 
of 20 years. 

The physical findings are not constant. 
Sometimes percussion is as a normal chest, 
sometimes it is tympanitic. This is the first 
transverse colon I ever saw in the chest 
pavity. 

Discussion: DR. LAMOTTE: This is a very in- 
teresting case. I would like to ask a ques- 
tion. When you take fluoroscopic views do 
you get paradoxic respiration? In a case 
that I had the fluoroscopic view of the dia- 
phragm would go up instead of down with 
inspiration and could be seen very plainly. 
pR. ALFoRD: Along the line of Dr. La 
Motte’s question, it would depend quite a bit 
on whether you get acute tenderness of dia- 
phragm. If so you would have contraction 
of diaphragm as in a diaphragmatic abscess. 
The particular side of the diaphragm fixes 
itself. One side goes up distinctly. The well 
side goes up, and the fixed side goes down. 

DR. MARTIN (closing the discussion) : In re- 
gard to the excursion of the diaphragm one 
side was quite limited but not paradoxical. 
The inner side of the large dome of the dia- 











phragm is indistinct but the outside seems to 
work in perfect rhythm. 





DR. LONG: A Case of Bilateral Lop-Ear, 
which has been operated. 

I am not on the program this evening, 
but the President has kindly given me the 
opportunity to present a patient who came 
on account of a pretty rare trouble—very 
marked Lop-Ear on both sides. 

This girl is fifteen years of age, healthy, 
strong, well developed, intelligent. Lop-ears 
were present at birth. During early child- 
hood various conservative attempts, such as 
strapping and apparatus about the head to 
hold the ears in position were tried, but did 
no good. The deformities are very noticeable, 
and she has reached the age when she is 
greatly embarrassed on account of the con- 
dition. 

Both ears have been operated, and I be- 
lieve that you will agree after you have seen 
the photographs made before operation that 
the appearance has been improved a good 
deal. 

I wish to speak especially about the tech- 
nic. The literature on the subject offers but 
little help. Lop-ear may be due to thin car- 
tilage that does not support the auricle, or to 
very heavy, stiff cartilage that is “buckled” 
in such a way that the deformity is produced, 
and the technic of operation is governed large- 
ly by the type of cartilage. This case was of 
the latter type. 

In the description of the operation found 
in the literature, one is directed that an el- 
lipse of skin over the convexity of the deform- 
ity showed he removed, and a similar area 
of cartilage, being careful to not go through 
the skin on the anterior part of the auricle, 
after operating this patient, this place was 
tentatively tried, but it was found totally in- 
adequate. Finally, a very large area of skin 
was removed from the back of the ear, and 
from the mastoid region practically into the 
hair line, and the cartilage was dissected out 
over an elliptical area extending from the 
base of the convexity to the top of the auricle. 
The margins of the cartilage were fixed by 
one or two catgut sutures, after which the 
skin on the anterior margin of the ellipse was 
sutured to the posterior margin on the side 
of the head. The top of the auricle was fixed 
by a suture to the side of the head tempo- 
rarily. 

I wish to emphasize the necessity of a very 
wide skin dissection extending backwards 
well over the mastoid region, and the re- 
moval of a large amount of cartilage extend- 
ing entirely to the top of the ear. 
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EDITORIAL 











DISEASE PROPHYLAXIS 


VENEREAL 


Prevention of venereal diseases has one ob- 
stacle not to be met in the consideration of 
any others. That is the moral aspect or the 
impossible positions and situations assumed 
and atttained by the moralists and those who 
insist upon the impractical and impossible 
handling of the matter. Forgetting that these 
infections are acquired accidentally, and in- 
nocently as well as by deliberate carelessness 
and thoughtlessness, these impractical volun- 
teer aids lend their hysterical advice to the 
end that the net results for good and coopera- 
tion lead nowhere and do no good whatever. 


The United States Public Health Service, 
recently noting efforts of foreign countries to 
cope with this matter could not fail to note 
the disheartening effect of organizations cre- 
ated for the very purpose of aiding preven- 
tion, but who by assuming that any informa- 
tion relative to prevention Was ‘“encourag- 
ing immorality,” defeated the very purpose 
of the work. They feared, that by giving 
information into the hands of the young and 
inexperienced that more exposure would en- 
sue, alleging too that such steps were immoral. 
The “clerical and female” element of Eng- 
land’s National Council was criticised be- 
cause of their persistently ignoring preven- 
tative means. In one organization of Nation- 
wide the “moral and psychological” 
were stressed, in another the “physiological 
Dissension over 
“personal disinfection.” Some semblance of 
common sense in the work was finally 
reached when both sides surrendered some of 
their dogma and infinitesimal principles. 
When the war finally ended there were some 
very definite ideas as to the best course to 
follow. Infection in the (English) army at 
Constantinople fell from 228 per thousand in 
1921 to 83 the next year. At Portsmouth in 
February 1917 a treatment center was opened. 
During the first year 352 patients applied, 
this increased 91 per cent, in 1919, 62 per 
cent, the following year, when the policy of 
self-disinfection was adopted which dropped 
the infections in the last half of the year to 
13 per cent. In 1921 there was a further 
decrease to 12 per cent. In 1922 Sir Leslie 
McKenzie stated it was absurd to say there 
was danger in teaching every teachable per- 
son that venereal diseases are due to a defi- 
nitely known germ, that as long as it lies on 
the surface it can be removed without much 
trouble by mild disinfectants, or mechanically 
by soap and water, but that later after enter- 
ing the body by any channel, destruction was 
difficult. Lord de Broke found a slight de- 
crease in incidence which coincided with the 
time the public was taught self-disinfection. 
The observations and conclusions would fill 
volumes, but the gist of the matter seems to 
be that common sense demands that com- 
batting these infections may best be carried 
out by overlooking nothing which will accom- 
plish the result. It seems to the writer that 
it should be obvious that those who may be 
reached by moral suasion and preachments 
will need no other aid, for they will, in the 
main remain uninfected, while on the other 
hand those who heed not any and all warn- 
ings are going to benefit most by acceptance 
of chemical and physiological prevention. 


scope 


and pathological.” arose 
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JUSTICE SHOULD RULE 


A recent editorial in the Journal was very 
timely and of real worth. This article which 
dealt with society membership hit at some 
very unjust things that are being done in 
some of the societies. Every respectable 
physician wants to belong to his county so- 
ciety, but sometimes he meets with great ob- 
stacles in getting in, and this is particularly 
true in some of the smaller county organiza- 
tions. 

It would appear that occasionally some 
county societies are under the impression that 
a newcomer should not be admitted if pos- 
sible to keep him out, and there are instances 
where a new man in the county always had 
to undergo quite a lot of bother, before he 
was admitted. The most minor infringement 
of the Code would be the excuse to either 
deny him admission, or else cause postpone- 
ment of action on his application. 

The constitution and by-laws of the State 
and County societies very specifically state 
what method should be adopted in cases of 
this character. The hand of goodfellowship 
should be extended to him, and he should be 
made to feel that he is welcome, so long as 
he is decent. Every member of the society 
should endeavor to help the man if he is in- 
clined to go wrong. They should go to him 
and talk frankly to him about his actions, 
and tell him how the physicians feel toward 
him, and his manner of doing business. Many 
a good man has been driven into unprofes- 
sionalism just because the other doctors put 
up a fight on him. It is a cowardly pup who 
wont fight for his rights, when he is attacked. 
In many instances the county society, instead 
of helping the fellow seems to be just “laying 
for him.” If all attempts fail to alter the 
man’s ways, why then there is no more to be 
done; but the society will have done the 
square thing and is free from the suspicion 
ol untairness. 

Instances have happened whereby a man 
who stood high in the profession of his county, 
moves to another county, sends in his trans- 
fer card, and he is then either denied ad- 
mission or his card is held up for future 
action. I have known this to happen to a 
man who was secretary of his county society, 
before his transferrance. This is wrong to 
the man and to the profession. If he had 
gone wrong in the few weeks interval he 
should have been told so, and the reason ex- 
plained to him for the action in holding his 
application in abeyance. 

The unjust manner in which men are kept 
out of societies is not only detrimental to the 





man but to the profession at large. It is the 
desire of the American Medical Association 
that every man, in every county who can be 
made reputable should be approached and all 
endeavors made to bring this about. The 
county society is only a unit of the State 
organization, and all its acts are subject to 
review by the Council of the State society. 
If the action is not just the county society 
suffers in that it will be compelled to deal 
fairly and for the best interests of the whole 
profession, and what is best for the whole 
profession is best for the local society. 


G. A. Wau, M. D. 








Editorial Notes—Personal and General 








DR. R. W. JOHNSON, Oklahoma City, has re- 
moved to Mustang. 





DR. W. R. BUTLER, Maud, has located at 
Crystal City, Texas. 





DR. J. S. McFADDIN, Hollis, recently attended 
the clinics at Chicago. 





DR. J. M. BYRUM, Shawnee, recently attended 
the clinics at Chicago. 





DR. H. B. JUSTICE, Tulsa, is recovering nicely 
from an operation performed recently. 





DR. J. V. BLAIR, formerly with the University 
Hospital at Oklahoma City, has located at DeNoya. 





DR. and MRS. A. J. BRACE, Vici, announce the 
arrival of Jane Elizabeth, born February 27th, 
weight 12 Ibs. 





DR. THOMAS A. LOVE of Ripley is a new 
member of the State Association and of his 
County Society. 





DR. N. W. CAMPBELL, Poteau, has removed to 


Oklahoma City, where he is attached to the U. S. 
Veterans Bureau. 





DR. W. E. FLOYD, Muskogee, was recently 
called to Meridian, Miss., by the death of his 
father, J. C. Floyd. 


DR. L. A. MITCHELL, Frederick, was recently 
called to Haleyville, Ala., on account of the serious 
illness of his father. 





DR. W. E. SIMON, Alva, lost his father, E. C. 
Simon through death, which took place February 
21 at Garrett, Kansas. 





DR. and MRS. T. O. CRAWFORD, Dewey, have 
returned from New Orleans, where the Doctor has 
been attending a school. 





DR. W. N. DAVIDSON, Cushing, has recently 
taken the examination for a commission in the 
medical Officers Reserve Corps. 





DR. T. H. McCARLEY, McAlester, recently at- 
tended the meeting of the American Congress of 
International Medicine at St. Louis. 
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DR. R. E. SAWYER, Durant, and family have 
returned from a several weeks’ vacation trip to 
San Antonio, Hot Springs and other points. 


MAJOR R. B. HILL, M.D., U. S. A., Executive 
Officer of the 320th Medical Regiment, visited at 
Alva with the Reserve Officers and National 
Guard, on March 25. 


STEPHENS COUNTY MEDICAL SOCIETY 
met at Duncan, March 4, with a good attendance 
and an interesting program, followed by a ban- 
quet at which the doctors’ wives were present. 


TULSA ACADEMY of Eye, Ear, Nose and 
Throat held its monthly meeting March 17th and 
elected as new officers for 1924: Dr. J. Walter 
Beyer, President; Dr. Ruric N. Smith, Vice Pres- 
ident, and Dr. W. A. Huber, Secretary-Treasurer. 


DR. RALPH E. WELLER, Electra, Texas, asks 
the Payne County Secretary to accept his reinstate- 
ment fee of $6; and is quoted as saying “I always 
felt more comradeship and enjoyed the associa- 
tion with the Payne County men more than with 
any other fraternity of physicians.” 


DR. W. A. LACKEY, Oklahoma City, is having 
difficulty in diagnosing an apparently new ail- 
ment. Dr. Lackey is School Physician, and says 
the disease effects teachers only on Mondays, 
leaving them perfectly well and strong by the 
following Friday. Sixty-five teachers were out 
one Monday recently, of whom about 20 were 
ill with acute colds. 


CLEVELAND COUNTY MEDICAL SOCIETY 
met and elected the following new officers for 
1924: Dr. J. M. Williams, Norman, President; 
Dr. J. L. Day, Norman, Vice President; Dr. B. 
H. Cooley, Norman, Secretary-Treasurer, and Dr. 
G. W. Wiley, Norman, Censor. Drs. Cooley and 
W. T. Mayfield, Norman, were elected delegates 
to the state convention. 


DR. CHARLES R. HUME, Anadarko, is cele- 
brating the golden anniversary of his entrance into 
the medical profession, of which 33 years were 
spent in practice in Oklahoma. Dr. Hume was 
President of the State Association in 1917, and 
settled at the Kiowa and Comanche Indian Agency 
at Anadarko, coming from Caldwell, Kansas, in 
1891. Before coming to Oklahoma, Dr. Hume 
practiced his profession for seven years in Ohio 
and ten years in Kansas. He was born near 
Rochester,. N. Y., in 1847, reared in Michigan, 
and graduated from the University of Michigan 
in 1874. 


CUSHING COUNTY MEDICAL SOCIETY met 
March 11th, and enjoyed the most profitable meet- 
ing that has been held in a long time, every mem- 
ber from Cushing being present. The program 
was opened by Dr. H. C. Manning with an excel- 
lent discussion of “Head Injuries,” followed by 
Dr. Benjamin Davis with a complete paper on 
“The Nausea and Vomiting of Pregnancy.” Dr. 
E. M. Harris reported a very interesting case his- 
tory. Everyone present entered into the discus- 
sion of the subjects. Visiting members were pres- 
ent from Quay, Yale, Ripley and Stillwater. The 
Cushing Society furnished the “smokes.” 

The next meeting will be held at Yale, with Dr. 
W. B. Hudson functioning as Master of Cere- 
monies. 


DR. J. E. FARBER, Cordell, member of the 
State Board of Examiners, is spending the months 
of February and March in post-graduate work at 
New Orleans. 


DR. J. ANGUS GILLIS, Frederick, is recovering 
from a severe illness, which prevented him from 
attending the recent session of the Masonic grand 
lodge for the first time in eleven years. 


McINTOSIH COUNTY MEDICAL SOCIETY 
met at Eufaula March 18, and presented the fol- 
lowing program: “Pneumonia,” general discussion; 
“Contagious Diseases, Care and Control,” discus- 
sion opened by Dr. J. H. McColloch, County Sup- 
erintendent of Health; Clinic. 


DR. HUGH SCOTT, Commanding Officer of 
the U. S. Veterans Hospital, Muskogee, has sug- 
gested that ambitious republicans submit their 
claims to the nomination for United States senator 
to the state convention; this has at least the 
merit of economy, and would enable the party 
to express disapproval of the pernicious primary 
system. 

STEPHENS COUNTY MEDICAL SOCIETY 
started the Cancer Month campaign with a pro- 
gram March 4, at Duncan entitled “A Symposium 
on the Diagnosis of Cancer and How to Differ- 
entiate it From Other Diseases.” Later in the 
campaign five minute talks were made before all 
the churches, clubs and societies. The Campaign 
was closed with a free clinic. 


LOGAN COUNTY MEDICAL SOCIETY met 
March 11, at the home of Dr. C. B. Barker, and 
elected the following new officers for 1924; Dr. 
H. W. Larkin, Guthrie, President; Dr. Dan Gray, 
Guthrie, Vice President, and Dr. William C. 
Miller, Guthrie, Secretary-Treasurer. Dr. Gray 
was named as delegate to the State Association, 
with Dr. L. A. Hahn alternate. A program com- 
mittee has been named and the new officers will 
arrange a program that will be interesting. Reg- 
ular meetings are held the second Tuesday of 
each month. 


DR. J. M. BYRUM, Shawnee, recently attended 
a meeting of the Council of Medical Education 
of the American Medical Association at Chicago, 
also a meeting of the Federal Medical Boards, of 
which the Oklahoma Board is a member. Dr. 
Byrum urged more uniformity in the endorsement 
of reciprocity between the states. He believes 
that reciprocity is largely a matter of individual 
credentials and that if an applicant is in posses- 
sion of standard Credentials, and has original 
grades of examination before any Board in the 
United States, he should upon proper endorsement 
from that Board, be entitled to reciprocity license 
in any other state. Dr. Byrum also urged a more 
united effort to guard against fake medical di- 
plomas. 
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DOCTOR JOHN FERGUSON McARTHUR 


Death claimed Dr. J. F. McArthur Sat- 
urday morning, March 8th at his home at 
Wilburton, Okla. He had been in bad health 
for some time, having recently undergone 
treatment in an Oklahoma City Hospital. 
He appeared to be on the road to recovery, 
however, and was down town and in his of- 
fice shortly before he was stricken when 
the end came almost without warning. 

Funeral services were conducted at the 
home Monday afternoon at 2:30, Rev. Bryce 
pastor of the Methodist Church officiating. 
Interment was at the City Cemetery under 
the auspices of the Knights of Pythias Lodge 
of Wilburton. Dr. McArthur was an ardent 
Knight and loved his fraternal organiza- 
tion. 

Dr. McArthur was born in Henrietta, 
Ohio, May Ist, 1857 and came to Wilburton 
in the winter of 1904 and has practiced his 
profession here ever since. He graduated 
from the Kansas City Medical College in 
1893. He was Local Physician for the Rock 
Island and was County Health Officer. He 
has held the office of Secretary of Latimer 
County Medical Society for a number of 
years and was a member of the State and 
American Medical Associations. 

Besides his wife he leaves one son and 
one daughter, Attorney C. L. McArthur of 
Duncan, Oklahoma, and Mrs. Sheegogg of 
Wichita Falls, Texas. 

The people of Latimer County in general 
and the members of the Latimer County 
Medical Society in particular regret the pass- 
ing away of their friend and colleague. 
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TRAUMATIC 
Lockwood 


SURGICAL POSSIBILITIES IN 
RUPTURE OF INTESTINE.—A. L. 
(Canad. Med. Assn. Jour.) 


A. L. Lockwood presents his views on this sub- 
ject in the following instructive conclusions: 1. 
The extent of the injury to the abdominal wall is 
no indication of the amount of damage to the vis- 
cera. 2. It is practically an undisputed fact that 
complete rupture of the intestine, not operated 
upon, is invariably fatal. 3. The small bowel is 
involved much more frequently than the large, in 
the proportion of nine to one. The rent is usually 
transverse, and multiple rents occur in one out 
of every five cases. 4. Bearing in mind that after 
rupture of the small bowel the mucous membrane 
generally everts through the rupture and tends to 
prevent leakage and that peristalsis is inhibited 
for approximately six hours, operation not delayed 
beyond six hours gives by far the best chance of 
recovery. 5. The death rate has been over 70 per 
cent. Only by early diagnosis and operation as 
soon as the patient can stand the surgical inter- 
ference, can the mortality be reduced. The mor- 
tality should not be more than 40 to 50 per. cent. 
in civil accidents. 6. The early symptoms of com- 


plete rupture of the intestine are few, but very 
characteristic. 7. If the abdomen is distended and 
the liver dulness absent operation is of little 
value. 8. Last resort surgery in such cases is of 
no value, in fact, takes away the only chance the 
patient has. Advocate intervention even in doubt- 
ful cases, though it may be purely exploratory. 
9. In all cases whether the diagnosis is doubtful 
or not, bear well in mind that the important ques- 
tion to decide is not—‘“Is there a rupture of the 
intestine ?” but “Is there an intra-abdominal le- 
sion sufficiently serious to require operation as 
soon as the patient’s condition will permit it?” 
10. The profession generally should thoroughly 
appreciate that if a man is kicked in the abdomen 
or otherwise injured there, even though he may 
not appear acutely ill at the outset, and if he com- 
plains of persistent pain, he should be sent to the 
hospital or at least kept under hourly observation 
until all danger of a ruptured intestine is passed. 
MYOMATA OF THE UTERUS IN PREGNANCY. 
—tLitsenberg, Jennings C. Surg. Clinics, Oct. 
1923, 1285. 


The author gives an analysis of cases, and in- 
quires as to when shall we operate upon women 
with myomata complicating pregnancy. In a 
paper too long to abstract fully, he has given us 
a very exhaustive article taking up the frequency 
of myomata and their interference and effect on 
pregnancy, and gives his conclusions as follows: 

While myomata in the pregnant uterus is com- 
mon, it is seldom dangerous as a complication of 
pregnancy, labor of the puerperium, and still less 
often require surgical interference. However, a 
few cases require operation on account of size, 
rapid growth, location in the lower segment, in- 
carceration in the pelvis, pressure symptoms, 
threatened abortion or when accompanied by a 
a contracted pelvis. To determine which excep- 
tional cases should be operated on demands acute 
obstetrical and surgical judgment, therefore no 
operation for myomata in the pregnant uterus 
should be undertaken without the opinion of an 
experienced obstetrician. 
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AN ANATOMICAL AND X-RAY STUDY OF THE 
OPTIC CANAL IN CASES OF OPTIC NERVE 
INVOLVEMENT.—White, L. E. Boston M. & 
S. J., 1923, clxxxix, 741. 

In an attempt to determine the reason for re- 
covery in some cases of optic nerve involvement 
and loss of vision in others White had roent- 
genograms taken of many skulls to determine the - 
size and conformation of the optic canal. Patients 
with old and recent nerve involvement and twenty- 
five normal persons were studied in this way. 

In the skulls of forty stillborn infants it was 
found that the canal was of the same diameter 
as in adults but was very short. In the cases of 
normal persons only five canals were oval. The 
average diameter was 5.35 mm. In the twenty- 
five cases im which the nerve was involved there 
were twenty-six oval canals. The nerve was in- 
volved in nineteen of these and in twelve of the 
twenty-four round canals. Twelve of the sub- 
jects with oval canals were operated upon; one 
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recovered. In the cases not operated upon there 
was no improvement. Of the ten persons with 
round canals, one recovered without operation, six 
were subjected to intranasal operations, and three 
were subjected to tonsillectomy. 

The author reaches the conclusion that in cases 
of severe optic nerve involvement with an optic 
canal of 4 mm. the opening of the posterior sin- 
uses is indicated. When the canal measures 5 
mm. the nerve will recover spontaneously or fol- 
lowing local nasal treatment. 





BACTERIOLOGICAL OBSERVATIONS ON 
ACUTE TONSILLITIS WITH REFERENCE TO 
EPIDEMIOLOGY AND SUSCEPTIBILITY.— 
Bloomfield, A. L., and Felty, A. R. Arch. Int. 
Med., 1923, xxxii, 483. 


The authors used as subjects for study 200 young 
women who were members of the training school 
for nurses of the Johns Hopkins Hospital. 

On the basis of their own experience and the 
reports in literature, the authors assumed that 
acute tonsillitis is usually an infection caused by 
haemolytic streptococci of the beta type. This 
supposition was confirmed. The plan of study 
was as follows: 

1. A detailed survey of the experimental group 
for haemolytic streptococci at a time when no 
acute streptococci disease was present. 

2. A bacteriological study of cases of tonsil- 
litis occurring in the group subsequently, in order 
to determine whether: (1) tonsillitis is an auto- 
genous infection due to a strain of streptococcus 
previously carried by the host, and if so, what 
factors lead to the seasonal outbreak, or whether 
(2) tonsillitis is an exogenous infection due to 
some external strain or strains. 

3. The determination of the relation of carriers 
and contacts to the spread of tonsillitis in the 
group. 

4. The determination of the relation of the 
season, weather, other infections, etc., to the out- 
break of tonsillitis. 

5. General epidemiological observations to de- 
fine the epidemic and sporadic disease. 

The findings with regard to the bacteriology 
and the relation of tonsillitis to previous carrier 
states is as follows: 

1. Acute tonsillitis was invariably an infection 
with beta haemolytic streptococci. 

2. The disease affected almost uniformly a 
group of persons who were not previously carriers 
of this organism. 

3. Only one of the carriers who were equally 
exposed developed acute tonsillitis. ~ 

4. No special clinical or bacteriological associa- 
tion could be demonstrated between successive 
cases of tonsillitis in the group. 

The authors present evidence that an extensive 
outbreak of tonsillitis is not a true epidemic but 
only a group of sporadic cases. Tonsillectomy 
protects against acute streptococcic infection of 
the lymphoid tissue of the throat. 





RADICAL OPERATIONS ON THE MAXILLARY 
SINUS AND DAMAGE TO THE TEETH.—Ivy, 
R. H. Ann. Otol. Rhinol. & Laryngol., 1923, 
xxxii, 1197. 


In cases of chronic inflammation of the maxil- 
lary sinus nothing short of a radical operation 


will suffice. Nasal puncture and lavage will 
clear up most of the acute cases, but where the 
mucous membrane has been chronically thick- 


ened and the seat of polypoid degeneration, with 
or without bone necrosis, mere washing out 
through needle or canula from the nose has little 
effect. This measure may establish a diagnosis 
if free pus is present but may entirely fail to do 
so when the disease is manifested chiefly by the 
presence of solid granulation tissue. In long 
standing cases nothing is more satisfactory than 
a good exposure of the sinus by an opening 
through the buccal wall. Some operators state 
that the radical operations result in permanent 
damage to healthy teeth in the vicinity of the 
buccal incision. 

The author made a study of the teeth in a 
series of 20 postoperative cases which had been 
subjected to radical maxillary sinus operations at 
periods ranging from three months to two years 
after the operation. The information was gath- 
ered by questioning the patient, testing the teeth 
by means of the faradic current and radiographic 
films. Practically all of the patients noticed a 
numbness in the teeth and gums beneath the in- 
cision, which lasted for only a few weeks in 
some to a year in others. 

In practically all cases tested several months 
after operation absolutely normal faradic reaction 
was observed in the teeth, indicating regenera- 
tion of the lost segment of the nerve. 

Fears of deleterious effects to the teeth from 
radical maxillary sinus operations performed by 
competent operators are entirely unfounded. If 
occasional damage did occur this should not con- 
demn a valuable operation. 





OTITIC CHOLESTEATOMATA.—Smith, S. MacC. 
Ann. Otol., Rhinol. & Laryngol., 1923, xxxii, 
1203. 


The temporal bone is considered the historic 
and legitimate habitat of cholesteatomata but 
cases have been reported in other osseous struc- 
tures. 

Cholesteatomata vary in size from that of a 
small pea to a walnut. They are usually round 
but the contour is governed by the shape of the 
cavity. 

Except for occasional mild attacks of vertigo 
and headache, cholesteatomata may remain in the 
temporal bone for years without causing symptoms. 

In order to secure permanent relief, cholesteat- 
omata must be removed in their entirely so far 
as this is possible. The objects to be obtained 
after the removal of the mass are cessation of 
the discharge and cessation or limitation of patho- 
logic proliferation. Skin grafting as practiced by 
Dench, after Ballance, seems to give satisfactory 
results. For those not skilled in this procedure, 
packing the cavity with small strips of gauze 
thoroughly moistened with a 1-1000 or 1-500 solu- 
tion of acriflavin will prevent the recurrence of 
cholesteatomata in many cases. The packing is 
renewed at first every day, then every third or 
fourth day until all evidence of further discharge 
or proliferation has ceased. Should there be evi- 
dence of recurrence afterwards a 1 per cent solu- 
tion of mercurochrome is superior to acriflavine. 

The author reports an unusual and interesting 
case of cholesteatomata, when removed approxi- 
mated in size a small pear. 
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1. CLINICAL CASE REPORT. BOW LEGS. 


H. McG. White boy. Age 14. Admitted to 
the Clinic November 30, discharged February Ist, 
1922. 

This boy came to the Clinic because his legs 
were so badly bowed that all the boys continually 
made fun of him. His father stated that his legs 
have been badly bowed since he had typhoid fever 
when he was four years old. When the boy began 
to walk afterwards, the legs became markedly bow- 
ed. There has been no change in his condition 
since he was five years old. He has four sisters 
and two brothers but there is. no history of other 
deformity. 

On examination we find a well developed lad 
except that his legs were very badly bowed im- 
mediately below the knee. The femurs seem to be 
normal. The X-ray shows the inner condyle of 
each tibia to be partially missing. The angle of 
greatest deformity is immediately below the con- 
dyles of the tibia. 

Operation. Ether anesthesia. Osteotome was 
inserted on the inner aspect of tibia at point of 











After and Before Treatment 


greatest angulation. Tibia was fractured, osteo- 
tome was then inserted in the same level in the 
outer aspect of the leg and tibia fractured. Legs 
were then straightened and a double spica applied 
from toes to the pelvis, by the use of the Hawley 
Table. At the end of four weeks he was stood on 
his feet for ten minutes daily while still in plas- 
ter cast. January 15 casts were entirely removed 
and he was instructed in walking. Six months 
later his legs were still straight and there was 
no sign of relapse. 
DISCUSSION: 

Bow legs is the most frequent distortion of the 
lower extremities. From the surgical standpoint 


it is of little consequence. From the aesthetic it 
means everything to the afflicted individual. It 
is popular belief that bow legged children will al- 
ways outgrow the deformity. Physicians them- 
selves often give this advice to the parents. It is 
true that many outgrow the deformity but it has 
been found on close observation that about one 
in five male adults have bow legs. Whitman first 
pointed this out in 1887, so that granting that 
nature in itself is very effective in overcoming 
the deformity, extreme cases should certainly re- 
ceive treatment because this deformity is so un- 
pleasant to the adult. The treatment in slight 
cases may consist only of proper manipulation and 
the sole of the shoe may be raised on the outer 
border. Braces may be applied to the light cases 
and if persistence in adjustment is insisted upon 
very good results can be obtained. Operative 
treatment is reserved for the more severe cases. 
Constitutional treatment in case of rickets of 
course is necessarily important. 





2. ORTHOPEDIC PRINCIPLES. From Arthur 
Keith’s “Menders of the Maimed.” William 
John Little, 1887. 


Wm. John Little was the pioneer of Orthopedic 
surgery in England. He lived in the same age as 
Frederick Stromeyer of Hanover and Delpeck of 
Montpellier, both of whom were also pioneers. 
Little was himself afflicted with a club foot, due 
to infantile paralysis and it is due to his great 
desire to investigate his own case that the prac- 
tice of tenotomy became so popular in England. 
He also made a special study of muscles, tendons 
and ligaments, which gave him an understanding 
of cerebral spastic paralysis, better known as 
“Little’s Disease.” 

Delpeck refused to operate on Little’s foot be- 
cause of his fear of sepsis. Later Little went to 
Hanover and came in touch with Stromeyer who 
had developed the new operation of subcutaneous 
tenotomy. He was operated by this method and 
later returned to England very enthusiastic about 
the possibilities of tenotomy. Previous to his 
time, the medical world had failed in producing 
a successful treatment of club foot. Heat and 
rubbing were employed but generally with failure, 
and such cases were neglected. During his early 
enthusiasm for relieving the deformed he was 
instrumental in establishing the Royal Orthopedic 
Hospital, in London, where his son has long been 
chief of staff. 
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A SKIN TEST FOR SUSCEPTIBILITY TO SCAR- 
LET FEVER.—George F. Dick and Gladys 
Henry Dick, J. A. M. A., Jan. 26, 1924. 


Pure cultures of hemolytic streptococcus iso- 
lated from a case of scarlet fever have been used 
to produce experimental scarlet fever. This cul- 
ture was filtered through a Berkefeld filter and 
a 1:1000 dilution of the filtrate in sterile salt 
solution was used. 0.1 c.c. of this solution was 
injected into the skin of the anterior surface of 
the forearm—as in making the Shick test. The 
test was made in sixty-five convalescents from 
scarlet fever; sixteen persons with a history of 
scariet fever and seventy-two with no history of 
scarlet fever. Positive results as determined by 





—o -— —— eee ee Aa er Om Ce 


SO Hoc tsa Aw Os he 


= 9 


“™= -SSreertiey “we vr = & 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 100 





varying degrees of reddening and swelling about 
the site of the innoculation in eighteen to thirty- 
six hours—were obtained in 41.6 percent of the 
persons who had no history of scarlet fever. All 
the convalescent cases showed negative or only 
slightly positive results. Of those giving a his- 
tory of scarlet fever, only one was positive—and 
the history of his having actually had the disease 
was not clear. From these experiments it is con- 
cluded that the test bears a specific relation to 
immunity to scarlet fever. 





TREATMENT OF EARLY HEREDITARY SYPH- 
ILIS WITH INTRA-MUSCULAR INJECTIONS 
OF SULPHARSPHENAMIN.—F. H. Boone and 
A. A. Weech, Amer. Journal of Diseases of 
Children, Jan. 1924. 


The report is based on twenty-one cases, all of 
whom were less than one year of age. In all 
except one the diagnosis was confirmed by Was- 
sermann tests. Sulpharsphenamin was found to 
be safe and easily administered in a dosage of 
20 mg. per kilogram of body weight. The reac- 
tions, either local or general, were very slight. 
In 55 per cent of the patients the Wassermann 
reaction become negative after one course of six 
treatments. The symptoms rapidly disappeared 
and the general condition of the patients quickly 
improved. 

The method used is to give a dose each week 
for six injections. A rest period of two months is 
allowed between courses, during this time 
mercury inunctions are used. Three complete 
courses are recommended after a negative Was- 
sermann reaction is obtained. To avoid local 
reactions all the solution must be given into the 
muscle and none into the subcutaneous tissue. 
A sharply pointed needle of fine bore (No. 22) is 
used with a 2-c.c. Luer syringe. The solution to 
be injected is usually less than 1 c.c. in volume. 
This is drawn into the syringe and the rest of the 
syringe filled with air. The site (usually the glu- 
teal muscles) is cleaned with iodine and alcohol 
and the needle is wiped with dry sterile gauze. 
The needle is plunged directly into the muscle. 
The injection made and the last drops forced out 
by forcing the air into the muscle. The needle 
is withdrawn slowly to allow the tissues to con- 
tract and prevent return of the solution along the 
needle track. 





REASONS FOR THE FAILURE TO OBTAIN RE- 
LIEF AFTER TONSIL AND ADENOID OPER- 
ATIONS.—I. H. Goldberger, Archives of Ped- 
iatrics, Nov. 1923. 


Sinusitis is a disease common in children and 
may occur at any age. Children whose catarrhal 
conditions of the upper respiratory tract do not 
subside after tonsillectomy and adenoidectomy or 
who are operated upon for the return of adenoid 
growth probably have sinus disease. There are 
two forms, catarrhal (the most common) and 


, purulent. The antrum is most commonly in- 


volved. After upper respiratory infections (cold, 
grippe, etc.,) and after the acute eruptive fevers, 
measles and scarlet fever particularly, children 
should not be discharged till all signs pointing 
towards sinus involvement have subsided. After 
tonsillectomy and adenoidectomy children should 
return at periodic intervals to ascertain the con- 
dition of the sinuses. Diagnosis rests upon the 
history of previous events, roentgenograms, trans- 
illumination, and exploratory puncture. Treatment 


is usually conservative. Suction is favored by 
most men. The concensus of opinion is that 
operation should be resorted to only after all 
other procedures have failed. 





THE ACIDITY OF THE GASTRIC CONTENTS 
OF CHILDREN.—W. McKim Marriott and 
Leonard T. Davidson, Amer. Journal of Diseases 
of Children, Dec. 1923. 


The amount of acidity of the stomach contents 
of sick infants—including cases of otitis media, 
pyelitis, pneumonia, osteomyelitis and bacillary 
dysentery—was found to be many times lower 
than that in normal infants—all being breast fed. 

Cows milk contains a large amount of “buffer” 
material that is capable of neutralizing a consid- 
erable portion of the acid of the gastric juice. 
For this reason it cannot be tolerated in the same 
strength as breast milk. Especially is this true 
in malnourished infants or those suffering from 
acute infections. Undiluted whole lactic acid 
milk contains enough lactic acid to neutralize 
a considerable portion of the “buffer” substance. 
For this reason it is tolerated in the same strength 
as breast milk. This has been found true in sick 
infants as well as those in normal health. A 
certain amount of acid concentration is necessary 
for peptic digestion of protein to take place prop- 
erly. This was found to be insufficient in most 
cases of babies suffering from infectious or nutri- 
tional disturbances when on the breast or fed 
sweet cows milk. It was sufficient in a fair pro- 
portion of sick infants fed on lactic acid milk. 
Even normal infants fed on whole sweet cows 
milk showed insufficient acid concentration for 
peptic digestion. 

In selecting a food for young infants it is im- 
portant to take into consideration the “buffer” 
or acid binding qualities. Whole lactic acid milk 
does not neutralize the acid of the gastric juice 
to any more extent than does breast milk. 
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DIETARY REQUIREMENTS FOR REPRODUC- 
TION. THE EXISTENCE OF A SPECIFIC 
VITAMIN FOR REPRODUCTION.—Barnett, 
Sure. Journal of Biological Chemistry. (Jan- 
uary 1924). 


From the experimental data presented it is con- 
cluded that lack of fertility or signifcant success 
in rearing of young on milk diets must be attri- 
buted to a dietary factor other than protein, the 
fat-soluble vitamin “A,” the antirachitic vitamin, 
or the water-soluble vitamin “B.” The author 
concludes that there exists, in addition to the 
antixeropthalmic, antirachitic, antiberi-beri, and 
antiscorbutic vitamins, another hitherto unrecog- 
nized vitamin, that is essential for reproduction, 
which becomes evident only in breeding experi- 
ments where rations composed of purified food 
substances are employed. 

This reproductive vitamin has been found to 
occur in Georgia velvet bean pod meal, polished 
rice, yellow corn, and rolled oats. 
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UNIFORM NOMENCLATURE FOR BLOOD 
COUNTING.—By Major R. E. Scott, Medical 
Corps, U. S. A., and R. W. French, Laboratory 
Service, Walter Reed General Hospital, Wash- 
ington, D. C. The Military Surgeon, October 
1923. Vol. 53, No. 9. 





On account of the many variations in differen- 
tial blood reports occasioned by different leuco- 
cytic nomenclatures in vogue, an effort has been 
made to standardize such work and to use a stand- 
ard classification in keeping with the more recent 
work in cytological pathology, embryology and 
physiology. 

Under normal conditions the following types of 
leucocytes are recognized under the standard no- 
menclature: 

Small mononuclears (lymphocytes). 

Large mononuclears (endothelial leucocytes). 

Polymorphonuclear neutrophiles. 

Polymorphonuclear eosinophiles. 

Polymorphonuclear basophiles. 

While under pathological conditions any of the 
following forms may be found: 

Lymphoblasts (embryonic lymphocytes). 

Neutrophilic myelocytes (embryornic polymor- 
phonuclear neutrophiles). 

Eosinophilic myelocytes (embryonic polymor- 
phonuclear eosinophiles). 

Basophilic myelocytes (embryonic polymorpho- 
nuclear basophiles). 

Myeloblasts (embryonic myelocytes). 

Normoblasts (embryonic erythrocytes). 

Megaloblasts (embryonic normoblasts). 

Under normal and physiological conditions the 
number of leucocytes per cubic millimeter of the 
blood may vary between 4,000 and 12,000, possibly 
as high as 15,000 at times, without true patho- 
logical conditions existing. Bathing, digestion and 
exercise will induce a considerable increase. Ac- 
cording to these figures the differential count will 
normally remain within the following limits: 

Polymorphonuclear neutrophiles, 65 to 72 per 
cent. 

Polymorphonuclear eosinophiles, 1 to 2 per cent. 

Polymorphonuclear basophiles, 1-4 to 1-2 per 
cent. 

Small mononuclears, 20 to 30 per cent. 

Large mononuclears, 4 te 10 per cent. 

Of the several results from a blood count, the 
differential count undoubtedly gives the more in- 
formation. 

Of the polymorphonuclear cells, the neutrophil- 
ic is of the greater importance, as the ratio of 
these cells, both in the peripheral blood and in 
the tissues, serves as a valuable index in pyo- 
genic infections. An increase of the neutrophiles 
with an absence of eosinophiles indicates sepsis, 
while the presence of eosinophiles indicates either 
a chronic condition or resolution. This is especial- 
ly valuable in diagnosing septic conditions, the 
progress of infections and in post-operative con- 
ditions. A total leucocyte count, however, is nec- 
essary to fully appreciate the true pathological 
condition. This is particularly necessary to real- 
ize the amount of body resistance being shown. 

The presence of any of the pathological forms 
of the blood cells in the peripheral blood indicates 
an increased activity of the blood-forming organs 
and the more embryonic the cells, the more acute 
the process and the less favorable the prognosis. 
The leukemias may be looked upon as nothing more 
nor less than a fluid tumor in which the consti- 
tuent cells of the tumor are being carried thruout 
the system in the blood stream. 

Erythrocytic Changes. 


While making a differential count the rec- 
ognition of any changes in the red cells is also 
essential. In this work the following types of 
degeneration are recognized: 

Polychromatophilia (change in staining reac- 
tion). 

Basophilic stippling (change in staining reac- 
tion). 

Achromia (loss of hemoglobin per cell). 

Anisocytosis (variations in size). 

Poikilocytosis (variations in shape). 

These various degenerations, given in order of 
importance, all indicate a certain drain on the 
blood, and, varying in degree, may serve to in- 
dicate a true disease of the blood forming organs. 

The nucleated (embryonic) erythrocytes are not 
common in the circulating blood and their pres- 
ence always has a pathological significance, either 
indicating a greatly increased (sudden) activity 
of the blood forming tissues or a chronic drain 
which the system is not able to overcome. In 
certain post-operative conditions the presence of 
nucleated red cells may be a good sign in that it 
indicates an activity of the bone marrow in re- 
placing destroyed cells, and the quick repair of 
surgical damage. 
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PHTHISIOGENESIS AND LATENT TUBERCU- 
LOUS INFECTION.—Eugene L. Opie. The 
American Review of Tuberculosis. Sept. 1922. 





The lungs of practically all adults show evidence 
of tuberculosis mostly in childhood. Calcified 
focal lesions in the substance of the lung and in 
the adjacent lymphatic nodes are usually found in 
autopsies on those dying from phthisis. These 
focal lesions which become encapsulated and tend 
to heal convey a relative immunity which may al- 
ways be overcome by massive infection or ad- 
verse conditions. This immunity disappears after 
the lesion has healed. “Only the tuberculous 
animal is immune.” 

The apical tuberculosis of adults resembles the 
second infection of experimental animals. Tuber- 
culosis introduced among people not suffering 
from it before more nearly resembles the first 
infection of experimental animals and causes 
massive caseous pneumonia involving whole lobes 
with enlarged and caseous bronchial lymph nodes 
and with little tendency to form fibrous tissue. 

Phthisis in most cases is not the result of an 
infection acquired in childhood. The statistics 
concerning the incidence of tuberculosis among 
physicians and attendants in tuberculosis sana- 
toria, and those regarding marital tuberculosis do 
not disprove the possibility of adult infection. The 
long latent period between exposure and the de- 
velopment of recognizable symptoms tends to ob- 
scure the relation between infection and the dis- 
ease. 

The evidence available at present indicates that 
infection usually takes place thru the air passages. 
Intestinal tuberculosis occurs in young children 
and seldom arises in adult life. It is easily pro- 
duced in young animals by feeding but with dif- 
ficulty in adult animals. 

Civilized races are permeated with tuberculosis 
and this permeation ‘is their chief protection. Fur- 
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ther knowledge of the relation between focal in- 
fection and phthisis may result in the prevention 
of fatal tuberculosis. 





JUVENILE TUBERCULOSIS.—John B.. Hawes, 
2nd. The American Review of Tuberculosis. 


Children with tuberculosis may be divided into 
three groups: (1) Those who have a tuberculous 
infection causing no symptoms and presenting no 
signs. (2) Those who have actual tuberculosis 
of the lung itself. These are comparatively rare, 
easy to diagnose and usually require prolonged 
hospital or sanatorium treatment. (3) Children 
with bronchial node tuberculosis causing both 
signs and symptoms. 

The author confines himself to the last group, 
feeling that it is of great importance and some- 
what neglected. While there are no definite pul- 
monary signs on which to base a diagnosis of 
bronchial lymph node tuberculosis, the author 
finds the following points useful both in diagnos- 
ing and in teaching. 

(1) A positive skin test unless the child has 
recently recovered from measles or some other 
acute infection which might lead to a negative 
test. (2) A definable history of exposure from 
either human or bovine sources. (3) Constitu- 
tional signs and symptoms, especially loss of 
weight er failure to gain weight, along with “ease 
of tire’ or undue fatigue, fever or rapid pulse. 
(4) The presence of enlarged bronchial nodes as 
shown by the x-ray or by clinical examination of 
the chest. (5) The absence of other evident 
sources of infection or toxemia such as (a) infect- 
ed tonsils, (b) carious teeth, (c) intestinal dis- 
turbances, especially chronic appendix, and (d) 
other possible sources of infection, such as middle 
ear, lymph nodes in the neck, bronchopneumonia, 
whooping cough, measles, etc. 

A POSSIBLE MODE OF TRANSMISSION OF 
INFECTION IN TUBERCULOSIS.—S. J. Ship- 
man and A. G. Flood. The American Review 
of Tuberculosis. Sept. 1922. 

The authors made a series of experiments in 
an attempt to discover if it were possible for 
children of tuberculous parents to become infected, 
not by direct contact with the diseased parent, 
but by close contact with the healthy one. They 
proved that tuberculosis may be transmitted by 
a healthy person by kissing and that the period of 
infectivity of the non-infected person is at least 
fifteen minutes. 

It is hoped that the results of these experiments 
will serve- as a warning against the kissing of 
young children. 


PERMANENT PULMONARY EFFECTS OF GAS 
IN WARFARE.—John L. Hankins and Walter 


C. Klotz. The American Review of Tubercu- 
losis, Sept. 1922. 


This study was made on 166 cases at the John- 
son City National Sanatorium who gave a definite 
history of having been gassed during military 
service. These cases all showed a definite picture 
of chronic bronchitis, varying in severity, with or 
without accompanying emphysema. This produces 
a certain degree of functional disability and 
places its victims in a position of higher age rat- 
ing. Just how much of a vocational handicap re- 
Sults from these effects is undecided but is a 
matter for serious consideration. While a ma- 


jority of these cases were diagnosed as clinical 
tuberculosis no attempt was made to show any 
connection between the effects of the gas and the 
co-existing tuberculosis. 
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THE SIGNIFICANCE OF STREPTOCOCCUS 
HEMOLYTICUS IN SCARLET FEVER.—A. R. 
Dochez, M.D. and Lillian Sherman—J. A. M. A. 
82-7, Feb. 16, 1924. 

Attention is called to the more or less constant 
presence of streptococcus hemolyticus in scarlet 
fever, as well as in many septic conditions. This 
has given rise to the view that this organism may 
be the etiologic agent of this disease. 

The authors state that recent methods in differ- 
entiation of different strains of streptococci en- 
able one to distinguish readily between the organ- 
isms found in this condition and other strepto- 
coccal infections. They have been able to produce 
in animals, especially guinea pigs, a condition 
closely resembling scarlet fever in man—fever, 
leucocytosis, loss of weight, erythematous flush 
and desquamation. By immunizing animals they 
obtained a serum that would cause fading of the 
rash comparable to convalescent serum, and would 
not affect rashes due to other causes. Usually 
the temperature falls, general symptoms abate and 
angina improves. They believe a specific strepto- 
coccus is the cause of scarlet fever and that na- 
tional immunity and experimental immunity are 
anti-toxic in character. 





BOOK REVIEWS 











GERIATRICS—A Treatise On the Prevtntion 
and Treatment if Diseases of Old Age and the Care 
of the Aged by Malford W. Thewlis, M.D., Editor, 
Medical Review of Reviews; Associate Editor, the 
Therapeutic and Dietetic Age. With introduction 
by A. Jacobi, M.D., LL.D. andd I. L. Nascher, 
M.D. Second Edition Revised and Enlarged, 
Cloth, Illustrated 401 pages. Price $4.50, 1924. 
C. V. Mosby Company, St. Louis. 

This work, stripped of all possible redundancies 
is a plea for more careful living, abstemiousness, 
moderation in all those things popularly believed 
to shorten life. It especially notes the importance 
of certain obscure or overlooked and latent infec- 
tions in their tendencies to shorten life or make 
for premature invalidism. 


MANAGEMENT OF THE SICK INFANT. By 
Langley Porter, B.S., M.D., Professor of Clin- 
ical Pediatrics, University of California Med- 
ical School; Visiting Physician, San Francisco 
Children’s Hospital; Consulting Pediatrician, 
Babies Hospital, Oakland; Consulting Pediatri- 
cian, Mary’s Help Hospital, San Francisco, and 
William E. Carter, M.D., Assistant in Pediatrics 
and Chief of Out Patient Department, University 
of California Medical School; Attending Physician, 
San Francisco Hospital, San Francisco. Second 
Revised Edition, Cloth, 659 pages, price $8.50, 
1924. C. V. Mosby Company, St. Louis. 
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PRACTICAL CHEMICAL ANALYSIS OF 


BLOOD. A Book Designed as a Brief Survey of 
This Subject for Physicians and Laboratory Work- 
ers. By Victor Carl Myers, M.A., Ph.D., Professor 
and Director of the Department of Biochemistry, 
New York Postgraduate School and Hospital. Sec- 
ond Revised Edition, Cloth, Illustrated 232 pages. 
Price $4.50, 1924. C. V. Mosby Company, St. 
Louis. 





NEW AND NONOFFICIAL REMEDIES 


Potassium bismuth tartrate-D. R. L.—A basic 
potassium bismuth tartrate containing from 64 to 
69 per cent of bismuth. For a discussion of the 
actions and uses see Bismuth Preparations in the 
Treatment of Syphilis (Journal A. M. A., August 
25, 1923, p. 661). Potassium bismuth tartrate- 
D. R. L. is supplied only in the following forms: 
Ampules potassium bismuth tartrate with butyn- 
D. R. L.. 0.1 Gm. (containing potassium bismuth 
tartrate-D. R. L., 0.1 Gm. suspended in 2 Cc. of 
a 0.6 per cent solution of butyn in a fixed oil); 
Ampules potassium bismuth tartrate with butyn- 
D. R. L., 0.2 Gm. (containing potassium bismuth 
tartrate-D. R. L. 0.2 Gm. suspended in 2 Cc. of a 
0.6 per cent solution of butyn in a fixed oil. The 
product is administered intramuscularly. The 
Abbott Laboratories, Chicago. 

Scarlet red sulphonate-—The sodium salt of 
azo-benzene-disulphonic-acid-azobetanaphthol. The 
actions and uses of scarlet red sulphonate are es- 
sentially the same as those of scarlet R medicinal 
Biebrich (see New and Nonofficial Remedies, 
1923, p. 275). It is marketed only in the following 
forms: Scarlet red emulsion, 4 per cent. P. D. & 
Company, Scarlet red ointment, 5 per cent.—P. D. 
and Co., Scarlet red ointment, 10 per cent.—P. D. 
and Co., Parke, Davis and Co., Detroit. (Journal 
A. M. A., January 19, 1924, p. 209). 

Ergot aseptic—A liquid extract of ergot con- 
taining the soluble constituents of the drug. It 
is standardized biologically so that 1 Cc. repre- 
sents 2 Gm. of ergot. The actions and uses of 
ergot aseptic‘are the same as those of ergot. The 
dose in 1 to 2 Cc. injected intramuscularly. Ergot 
aseptic is marketed only in 1 Cc. ampules. Parke, 
Davis and Co., Detroit. 

Loeflund’s malt soup stock (Dr. Keller’s for- 
mula).—A preparation essentially similar to ex- 
tract of malt U. S. P., but containing a small 
amount of potassium carbonate. Loeflund’s malt 
soup stock is designed for use in preparing the 
malt soup of Dr. Keller. Britt, Loeffler and Weil, 
New York. (Journal A. M. A., January 26, 1924, 
p. 303). 


INJECTION DIFFICULTIES 


Almost every physician, some time or other, has 
on his hands a patient with veins so small or in- 
accessible that to give an intravenous injection is 
difficult or quite impossible. This happens oc- 
casionally in treating syphilis, for instance. 

Till now, physicians in such a situation have 
found themselves seriously handicapped, especial- 
ly since the arsenicals most effective in that dis- 
ease have been suitable for intravenous use only. 
To inject these drugs intramuscularly would not 
do. It therefore became necessary to go back to 
mercury in accordance with old established rou- 
tine and thus to make the best of it, as we say. 


So it was till the new drug, sulpharsphenamine, 
came to light. This was produced in America for 
the first time at the Dermatological Research 
Laboratories, the Philadelphia branch of The Ab- 
bott Laboratories, Chicago. While effective as a 
spirocheticide, sulpharsphenamine appears also to 
have a wide margin of safety so far as the patient 
is concerned. Some of those who have investi- 
gated its practical value, assert that the drug is 
especially useful in neurosyphilis. 


THE VALUE OF EDIBLE GELATINE FOR 
GROWING CHILDREN 


As every physician and dietitian knows, the food 
value of any protein depends upon the kind and 
amount of amino acids it contains in its structure. 
Therefore, in order that protein foods may be cor- 
rectly classified according to their inherent food 
value, skilled scientists have taken purified pro- 
teins from various sources and have torn apart 
the protein molecule by chemical means and have 
subjected the resultant fragments (amino acids) 
to careful analysis. 

Upward of twenty amino acids have been found 
to be joined together to make up the protein part 
of our more common foods. Certain of these 
amino acids are absolutely essential to growth. 
If the diet of a child does not contain these es- 
sential substances in proper amount. the child will 
not grow. One of these amino acids essential for 
growth is Lysine, in which many of our basic 
foods are deficient. For example, one of the sup- 
posedly indispensable dietary articles of man is 
white wheat bread. Yet if the protein of white 
wheat bread be analyzed, it will be found to con- 
tain little or no Lysine, the important growth pro- 
moter, although it does contain many other ele- 
ments essential to nutrition. 

If a chield be fed a diet adequate in all respects 
except protein and the protein quota be made up 
from wheat bread protein (gliadin), that child 
will fail to grow normally. However, there is a 
readily available source of this important amino 
acid, namely, edible gelatine. 


Chemists have shown that this protein contains 
5.9 per cent of Lysine. Hence, it would seem to 
be a wise dietary procedure to supplement diets 
of growing children by the addition of gelatine, 
the efficiency of which is demonstrated in the 
following experiments. 
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Mobley, Eufaula 
Tr. Wharton, Sulphur 


P. Sudderth, Nowata 
M. Bloss, Okemah 


William H. Bailey, Oklahoma City 


J. L. Miner, Beggs 
}. E. Stanbro, Pawhuska 
A. DeTar, Miami 


A. Martin, Cushing 
’. Park, McAlester 

Ross, Ada 
Pottawatomie M. Byrum, Shawnee 
Pushmataha H. C. Johnson, Aptiers 
Roger Mills 
Rogers F. Hayes, Claremore 
Seminole 


Paetseursé........ 


*. F. Wood, Sallisaw 
B. Carmichael, Duncan 
H. Langston, Guymon 
>. Curtis Allen, Hollister 
’. Emerson, Tulsa 
T. J. Shinn, Wagoner 
Joseph G. Smith, Bartlesville 
E. F. Stevens, Foss 


Washington 
EGRET , 


Secretary 


Robt. M. Church, Stilwell 
H. A. Lile, Cherokee 
Chas. C. Gardner, Atoka 


W. D. Oliver, Erick 


John A. Haynie, Durant 
Charles R. Hume, Anadarko 
James T. Riley, E! Reno 

8S. DePorte, Ardmore 

Jos. M. Thompson, Tahlequah 
H. H. White, Hugo 

B. H. Cooley, Norman 

Frank Bates, Coalgate 

Thos. R. Lutner, Lawton 


C. 8. Neer, Vinita 
C. D. Blachly, Drumright 
C. H. MeBurney, Clinton 


D. D. Roberts, Enid 

J. W. Stephens, Pauls Valley 
D. 8. Downey, Chickasha 
Chas. A. Brake, Medford 

J. B. Hollis, Mangum 


John Davis, Stigler 


D. Y. McCary, Holdenvill 
J. W. Watson, Ryan 


Hawkins, Blackwell 


Morga n,C handler 
William C. Miller, Guthric 


Elsie L. Spect 

W. D. Haynie, 

Ivadell Rogers, 

O. O. Dawson, Wayne 

R. H. Sherrill, Broken Bow 
W. A. Tolleson, Eufaula 
Howson C. Bailey, Sulphur 
A. L. Stocks, Muskogee 


John R. Collins, Nowata 

R. Keves, Okemah 

E. Lee Jones, Oklahoma City 
W. W. Stark, Okmulgee 
Leonard C. Williams, Pawhuska 
G. Pinnell, Miami 

E. T. Robinson, Cleveland 

J. Walter Hough, Cushing 

F. L. Watson, McAlester 

B. B. Dawson, Ada 

T. C. Sanders, Shawnee 
John A. Burnett, Crum Creek 


Melvin T. Means, Claremore 


E. P. Greene, Sallisaw 

J. W. Nieweg, Duncan 

R. B. Hayes, Guymon 

J. Angus Gillis, Frederick 
Chas. A. Haralson, Tulsa 
C. E. Hayward, Wagoner 
J. C. Dunn, Bartlesville 

B. W. Baker, Cordell 
Oscar E. Tempiin, Alva 

C. W. Tedrowe, Woodward 


NOTE—Corrections and additions to the above list will be cheerfully accepted 











